A massive haemorrhage from the large bowel in the absence of haemorrhoids, especially in elderly patients, is (according to orthodox teaching) likely to be due to diverticular disease.1 Some 25 years ago Noer2 used latex injection to show a striking concentration of blood vessels at the sites where the diverticula pierce the muscular wall of the colon, and inflammation or ulceration in this region was thought to implicate these vessels and so cause bleeding. Clinical observation showed, however, that haemorrhage was rarely associated with inflammation of one or more ofthe diverticula. The next hypothesis was that the bleeding might be due to rupture of an arteriosclerotic vessel, since haemorrhage is particularly common in elderly patients with arteriosclerotic disease3-Behringer and Albright,4 for example, found that the average age of their patients with massive rectal bleeding from diverticular disease of the colon was 74 years. Half their patients had radiological evidence of lesions extending the whole length of the colon.
Fortunately, in most patients admitted with acute rectal bleeding the condition settles down without surgical treatment; even in Behringer and Albright's 98 elderly patients 81 were treated non-surgically, and only 17 came to operation because of continued bleeding. When, however, emergency resection was necessary because of continued haemorrhage the source of the bleeding proved difficult to find at laparotomy. Moreover, simple resection of the segment of colon obviously affected by diverticular disease by no means guaranteed that the haemorrhage would be controlled. Indeed, the high recurrence rate of bleeding in patients submitted to resection of the left colon led some surgeons to advise a total colectomy with ileorectal anastomosis as the only safe course in these patients, who are often desperately ill.5-7
The recent introduction of emergency angiography as a diagnostic aid in patients with unexplained gastrointestinal haemorrhage has shown that in some the cause is vascular ectasia, particularly of the ascending colon. Diverticula may either be absent or occur as an incidental red herring. Boley et a18 recently reviewed 99 episodes of major lower intestinal haemorrhage in patients over the age of 65. Of these, 43 were presumed to be due to diverticular disease, but in many cases the diagnosis was based on insufficient evidence. In no fewer than 20 of the cases vascular ectasia of the right side of the colon was identified on angiography. Eighteen of these patients required operation (16 undergoing right hemicolectomy and two subtotal colectomy). More recently the same authors9 c BRITISH MEDICAL JOURNAL 1980. All reproduction rights reserved.
have presented further evidence based on 32 patients with lower intestinal tract bleeding, in all of whom one or more vascular ectasias of the right colon were identified by selective superior mesenteric angiography. All but one of the patients were over 55 years and 22 were over 70. Twelve of the patients had diverticula of the colon as well, and three had been submitted to previous resections of the left colon for supposed bleeding from diverticular disease. Boley et al say that special pathological techniques must generally be used to identify these vascular abnormalities in resected specimens. The segment of colon removed at operation was studied by routine gross and histological techniques in seven of the patients, and in only one was a solitary mucosal ectasia identified. Nevertheless, in 22 cases the colon was examined after the injection of a silicone rubber compound intra-arterially combined with clearing of the specimen to produce a transparent bowel wall. Mucosal ectasias could then be seen by transillumination, and were found to vary in size from 1 to 10 mm, being multiple in 16 of the 22 injected specimens. Histological examination showed that the lesions consisted of dilated, thin-walled ectatic veins, venules, and capillaries. The earliest abnormality was dilated, often very large, submucosal veins, but in the most severe lesions the mucosa was replaced by a maze of distorted, dilated vascular channels.
Giacchino and his colleagues10 have set out a flow chart for patients admitted with an acute lower intestinal haemorrhage, which they define as one requiring a transfusion of five units or more of blood. Clinical examination and sigmoidoscopy should be performed, and an accurate assessment made of the bleeding profile and of any other systemic diseases (in 30 consecutive patients, no fewer than six had haematological abnormalities or were taking cytotoxic drugs or immunosuppression after renal transplantation 
Career prospects in geriatrics
The remaining years of this century and the first decade of the next will see a rise in the number of people in Britain over the age of 75, and particularly over the age of 85. This is the only group in the population whose numbers will definitely increase, both in absolute and in proportionate terms. Its medical needs are greater than those of younger people, and in theory these should be met by geriatric medicine as it has developed in the past 30 years. Will there, however, be enough specialist geriatricians to care for these patients ? To staff the expanded geriatric services will require at least 850 consultants in geriatric medicine at the end of the coming decade, or more than double the present 360. There are at present 77 senior registrars in posts in England and Wales, or one per five consultants-the same proportion as in general medicine.' Senior registrars may expect to spend some two years in a post before promotion to consultant, as against 3'4 years in general medicine. Nevertheless, the number of consultants in general medicine has not increased in the past two years, and there seems no good reason why it should in future. The prospects of promotion from senior registrar to consultant will therefore improve further in geriatrics relative to general medicine. Geriatric medicine seems particularly to appeal to women physicians, and the career prospects for the increasing numbers of women graduates are already better in geriatrics than in the so-called "more attractive" specialties; thus at present 900 of consultants in geriatrics are women, as against 3% in general medicine and 5% in cardiology.
What is the optimum training for a physician intending to specialise in geriatric medicine ?2 He or she should obtain a post as senior house officer or perhaps registrar in an active geriatric unit to ensure that he is genuinely suited to the task of caring for the elderly, which is not to the taste of all doctors. He should then return to training in general medicine for two to three years and obtain the MRCP. (No specialist qualification is needed in geriatrics alone, and none would be appropriate; what is more important is the establishment of a definite geriatric component to the MRCP.) Having trained in general medicine, with its inevitable major component of caring for patients who are both old and acutely ill, he should then obtain a senior registrar post in geriatrics to gain further general clinical experience, training in the rehabilitation of the elderly (for which many posts in general medicine are singularly ill fitted), and training in the psychiatry of old age. He will also obtain experience in the wider responsibilities of the physician in geriatrics. He will need to learn the managerial skills necessary for all consultants but particularly important for consultant geriatricians; the use of facilities such as the geriatric day hospital; and the importance of close links with the social and community services. Geriatric medicine also provides-for those who are equipped to take them-outstanding opportunities for research-basic, clinical, and operational.
If the prospects for a career in geriatrics are good, what are the prospects for a good career ? Any satisfactory post must include the care of acutely ill old people, assessment and rehabilitation, and continuing or long-term care. One of the major disincentives to a-career in geriatric medicine has been the inadequate facilities offered to so many consultants. Even so, these are improving, and more geriatric units now have beds in district general hospitals, and thus access to the investigational services often essential for proper diagnosis and management. Patterns of geriatric practice still vary very widely, however, and pressure needs to be maintained to improve the facilities available to the less fortunate.
Overall, then, the chances of job satisfaction are also good. If few physicians now opt for geriatrics, this may be because few have been exposed, either themselves or through their patients, to what it has to offer. The growth of academic geriatric departments and the fact that geriatrics is now taught to undergraduates in many of the metropolitan and almost all the provincial medical schools will help to improve recruitment into one of the few specialties with an expanding future.
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Testicular biopsy for early detection of testicular tumour
Germ-cell tumours of the testis are among the most common causes of death from malignant disease in young men, and in the Western world their incidence appears to be increasing.' Fortunately modern chemotherapeutic agents have done much to reduce the death rate.2 Ideally, however, urologists should aim to detect these tumours early enough for cure to be possible by orchidectomy alone.
The prospects for early diagnosis have been improved by the pioneering work of Skakkebaek and his co-workers from Copenhagen in identifying a possible premalignant change in the testicular tubular epithelium. They first described atypical germ cells in routine testicular biopsy samples from two infertile men.3 The germ cells were large, with a DNA content considerably higher than in normal diploid cells. Both patients went on to develop invasive tumours.4 Later they enlarged on these preliminary findings, describing similar atypical cells
